This is a case report of anaesthetic management of two cases of W.P.W. (Wolff Parkinson White) Syndrome. W.P.W.syndrome is an uncommon cardiac disorder. It goes undetected unless patient develops abnormal rhythm. Anaesthetic management differs according to presentation of the patient & type of surgery
CASE I
A 42 year old male patient with chronic alcoholism and chronic smoking had a road traffic accident and was admitted with lower 1/3 femur fracture with tibia, fibula compound fracture with patella multiple fragmented fracture on right side along with right sided 4 th -5 th -6 th post end rib fractures.
There was no history of head injury or unconsciousness, major blood loss or active external bleeding. No significant past or surgical history.
ON EXAMINATION
Th patient was stable, except for pain at the fracture sites. Vital signs were temperature of 37±C, Pulse Rate 94 / minute regular. Respiratory rate 20 / min. Blood pressure 130 / 80 mmHg.
Systemic examination showed air entry was equal on both sides. Chest pain during forceful respiration was present. Heart sounds were normal.
ON INVESTIGATIONS
Available investigations including ABG were within normal limits.
CHEST X-RAY SHOWING
Fracture post ends of 4 th -5 th -6 th ribs. Lung fields within (Normal) limits.
ELECTROCARDIOGRAM
The EKG showed short P.R interval with slurred QRS complex. Cardiology evaluation was done. The patient was on Tab. Amlodepine 5 mg tid, Tab Atenolol 50 mg OD, Tab Aldomet 500 mg tid.
ON EXAMINATION
The patient was stable with pulse rate of 78/min reg., blood pressure 140/80 mmHg supine position, air entry equal on both sides, heart sounds were normal.
INVESTIGATIONS
Hemoglobin was 12 gm%, rest blood chemistry within normal limits.
PREVIOUS EKG
The EKG showed short PR interval with slurred QRS complex (Delta wave) with effective normal PT interval. The other EKG at the time of palpitation was showing SVT. The EKG on admission was within normal limits with normal PR interval and normal qrs configuration.
The patient was advised to continue the antihypertensives till the morning of the surgery. Cardiology evaluation was done. 2D echo was normal with EF 60%. The patient was posted for left sided nephrectomy.
High risk consent in view of WPW syndrome with previous history suggestive of SVT episode with hypertension was explained to the patient. NPO was confirmed. Blood grouping, cross match was done, blood was kept ready. Patient was wheeled to operation theatre. Manual blood press, cuff, cardioscope, pulse oximeter, capnography were attached. Basal readings were noted.
On left upper limb a 16G Intravenous access was taken. Preoperatively there is no way to determine the presence of accessory AV conduction pathway in the presence of normal EKG tracing. Managing the case thorough preop history and clinical evaluation is very important. If the patient has been asymptomatic then chances of life threatening arrhythmias are less but if patient is symptomatic then chances of arrhythmias especially under anaesthesia are highly increased 1 The facts of unmasking of WPW syndrome under anaesthesia has been mentioned in the literatures. 4 Anaesthetic drugs tend to change the physiology of the atrioventricular conduction hence they tend to affect the behavior of the patient under anaesthesia.
Regional anaesthesia is having advantage over general anaesthesia due to avoidance of multiple drugs, noxious stimuli of laryngoscopy but hemodynamic stability is worrisome problem. Epidural anaesthesia is preferred to spinal due to controlled and segmental block with better hemodynamic stability 7 .The chances of arrhythmias are increased in general anaesthesia because of stimuli of Laryngoscopy or pain in lighter plane of anaesthesia.but hemodynamic stability is better with general anaesthesia.
Many volatile anaesthetic agents can precipitate conduction via pre-existing anomalous pathway leading to manifestion of WPW pattern 3 . Sevoflurance and Isoflurance have no effect and are preferred to halothane. Isoflurane is agent of choice because it suppresses the acc pathway. Atropine, Glycopyrollate, and Ketamine precipitate tachycacdia resulting in PSVT or atrial fibrillation 4 .
Droperidol has effect on both antegrade and retrograde conduction, hence depresses conduction and stabilizes rate in doses of 200 µg -600 µg/kg. Fentanyl in dosage between 30-50 µg/kg when used along with Droperidol, has shown excellent effect compared to be used alone. Fentanyl is associated with adequate hemodynamic stability and bradycardia is helpful for the safe management 5 .
Propofol has no effect on the refractory period of accessory pathway. So it is a preferred induction agent. There are references showing disappearance of delta waves on Propofol induction. 6 Thiopental can also be an agent that can be used as it is also devoid of any effect on the accessory pathway. The same is true with benzodizepines. N 2 O can be used safely.
Muscle relaxants Rocuronium is cardiostable and is preferable to Pancuronium which causes tachycardia. Atracurium causes histamine release with less autonomic safety 4 .Newer relaxants Cis-atracurium, Mivacurium can be safe because of reversal with Neostigmine and Glycopyrollate is not required. Avoidance of Neostigmine has been recommanded in patients with WPW syndrome. So for this reason Cis-atracurium can be preferred.
Oxytocin should be avoided as it triggers SVT.
Adequate depth of anaesthesia is a must to avoid stimuli of laryngoscopy and pain which can trigger SVT is required.
These patients are very prone for arrhythmias especially PSVT, if PSVT occurs and patient is hemodynamically stable then vagal maneuvers, Lignocaine, Adenosine can be administered. If this is ineffective then Procainamide can be used. If still not responding and patient in atrial fibrillation or hemodynamically unstable then DC cardioversion may be needed.
Digitalis and Verapamil are strictly contraindicated because they suppress normal pathway and increase conduction of accessory pathway.
Regional anaesthesia gives upper hand by the devoid of such drugs and their effects. So it is preferred over general anaesthesia if given a choice.
So to summarize, Regional anaesthesia can be preferable 7 .
If general anaesthesia required Propofol, Fentanyl, Droperidol, Isoflurane, Enflurane,Sevoflurane, N 2 O, Benzodizepines can be used safely. Antiarrhythmic drugs and defibrillator must be kept ready. Never use Digitalis and Verapamil. Even asymptomatic patients can develop arrhythmias, at any time of surgery so meticulous monitoring pre-op, intra and post operatively is mandatory.
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